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Case report
A 32-year-old man started work for a distillery company, driving a hopper lorry. Over seven years he was exposed almost daily to the dust of barley, malt, and draff when he entered the enclosed hopper to sweep it out. During the last three years he noticed wheezing within minutes of sweeping, followed about four hours later by transitory sweating, cough, and breathlessness. Despite relinquishing this work, he experienced progressive breathlessness on exertion. He presented at hospital aged 42 years, thin, with marked finger clubbing and a few fine basal lung crackles on auscultation.
Chest radiography showed reticulo-nodular shadowing in both lungs, and upper and mid zone fibrosis with bullae ( fig 1) . Pulmonary function testing indicated a restrictive defect and reduction of transfer factor. The blood count was normal, ESR was 62 mm in the first hour. There was no blood or sputum eosinophilia. Pulmonary granuloma formation occurs in extrinsic allergic bronchioalveolitis but the aetiology is not clear.4 Whereas the association of cryptogenic fibrosing alveolitis and liver disease is known, liver granulomata have not been described in extrinsic allergic bronchioalveolitis. Their significance in this patient is unclear as we could not confirm the presence of immune complexes within them, despite the presence of circulating immune complexes. However they may well be a tissue manifestation of extreme hypersensitivity to Aspergillus fumigatus; one explanation for the"absence"of immune complexes in the granulomata maybe the activation of the alternative pathway of complement.5 It is less likely that the granulomata could represent disseminated aspergillosis. This rarely occurs except in severe immunodeficient states.
With currently available antifungal agents it is unlikely that Aspergillus fumigatus can be eradicated from the mycetomata in this patient, although econazole may have reduced the antigen load temporarily. The disease is far too widespread for surgical intervention. Attempts to suppress the immunological reaction with corticosteroids have not prevented deterioration. Plasmapheresis would be another possible approach, of uncertain benefit.
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